I HAVE collected the cases of pneumococcal peritonitis adinitted into Guy's Hospital during the last nine years in order to attempt to estimate the effect of immediate laparotomy in this condition. The majority of cases have occurred during the last five years; in the earlier years miany -cases have had to be omitted because of the absence of bacteriological evidence. In one case included in the series bacteriological examination gave only a growth of Bacillus coli communis, but for reasons given later the peritonitis was almost certainly pneumococcal. In one other case no bacteriological examination was made.-I do not propose to occupy time in describing iminutely the symptoms of pneumococcal peritonitis, yet, since I am about to propose that in certain cases it may be better for the patient to withhold immediate laparotomy, I may perhaps be allowed to refer briefly to the symiptoms a,d signs which seem to me of greatest service in making a diagnosis.
The age and sex of twenty-six cases collected were as follows:- Fifteen out of nineteen cases in females occurred in little girls between the ages of 5 and 15. At such an age the only common forms of peritonitis, besides that due to pneumococcal infection, are peritonitis of appendicular origin and peritonitis due to gonococcal infection. The latter can of course readily be excluded by an examination of vulva and F-4 vagina. Peritonitis due to infection of the urinary or biliary passages, to suppuration in a mesenteric or retroperitoneal gland, to perforation in typhoid fever, or to perforation of a gastric or duodenal ulcer, is so rare that it can be excluded from consideration.
The differential diagnosis between peritonitis due to appendicitis and peritonitis due to pneumococcal infection depends upon the evidence, in the latter condition, of the presence of a pneumococcal septicaemia. This. shows itself in the feeling which we often have when we stand by theside of a case of pneumococcal peritonitis, that the patient is, in general, more ill than can be accounted for by the degree of peritonitis present. Often there is present evidence of infection of other parts, either antecedent or simultaneous. In thirteen of the present cases it was possible to say with certainty that there were other pneumococcal infections, such as pleurisy, pneumonia, or pericarditis, present at the same time. Of these twelve died. One case which certainly had lobar pneumonia as well recovered. Even where there is no evidence of involvement of lung or pleura, the aspect of the patient is sometimes that familiar in lobar pneumonia, with grunting respiration and ale hasi working vigorously. In five cases herpes labialis was present; in others the onset was with rigors, shivering, or convulsions. Where a leucocyte count. was done a high leucocytosis was present. In several of the cases it is noted that, comparatively soon after the onset of peritonitis, the signs of free fluid in the peritoneal cavity were present. An early and copious. exudation of lymph is characteristic of this form of peritonitis. In Case II opportunity was afforded for timing the rapidity with which fluid accumulates. At the operation there was no free fluid in the peritoneal cavity; after death, thirty hours later, the peritoneal cavity was completely filled with turbid serum. In Cases I and II, which happened to be seen within a few hours of the onset of the peritonitis, the temperature was over 104°F. Such a height of temperature must be very rare at the onset of appendicitis, or of perforative peritonitis. I wish, however, especially to draw attention to the existence, in the last four cases of pneumococcal peritonitis which I have seen, of wellmarked follicular ulceration of the colon. In three of these cases-Cases I, II and III-there was evidence, in the history, of the existence of this colitis for some days, and in one case for three weeks, before the involvement of the peritoneum. In Case II the colitis was seen during life at the operation, at a time when the peritoneum had only just. become involved. Case I.-J. S., aged 22, while on holiday in Ireland, developed a chill, with shivering, abdominal pain and diarrhema. He felt so ill that he came home to London on August 8. He stayed in bed for three days, when on August 12 he walked to hospital, and was seen in the Out-patients' Department, where a, diagnosis of appendicitis was made. His temperature when first seen was 1040 F., his pulse 120. Mr. Turner operated. On opening the peritoneum some blood-stained serum escaped; the appendix, which was red and inflamed, but not perforated, was removed. Within twelve hours the patient died. At the autopsy I found that the caecum and the first 6 in. of the ascending colon showed an acute follicular colitis. The wall of the gut was so cedematous as to pit on pressure. The glands by the aecum were congested, and in one there was a hw,morrhage. There was a little recent peritonitis around the cacum and stump of the appendix. Cultivation of the heart blood proved sterile; cultivation from the peritoneum gave only a growth of Bacillus coli commrunis. I believe, however, that this case was certainly due to the pneumococcus. It is not unusual to find the pneumococcus overgrown by the Bacillus coli communis. Moreover in this case there was a thick yellow layer of lymph over the upper left lobe from which, unfortunately, I did not cultivate.
Case II.-E. S., aged 20, was admitted under Dr. Hale White on November 11, 1911. On Wednesday, November 8, she felt ill, had abdominal pain and diarrhaea. On November 9 she stayed in bed; on November 10 and 11 she wvent back to work. On the afternoon of November 11 she was suddenly seized with pain, and vomited. On admission, at 10 p.m., her temperature was 104' F. The abdomen moved badly, and the appendicular region was rigid. I saw her at 11 p.m., and got Mr. Hughes to operate. The wall of the cecum was stiff and rigid, and there were a few flakes of lymph on the peritoneal coat. The appendix was healthy. With Case I fresh in my mind, I recognized the condition as one of colitis. The peritoneum had just begun to be affected. She died thirty hours later, the temperature continuing high till the end. At the autopsy there was acute follicular ulceration of the caecum and colon, just spreading to the base of the appendix. In thirty hours the peritoneal cavity had completely filled with thick purulent lymph. A pure growth of pneumococcus was obtained on cultivation from the lymph.
Case III.-The next evening I saw L. F., aged 14, admitted on November 12 under the care of Dr. Shaw. For three weeks she had had severe intermittent colicky pains, and had felt ill, and often shivered. On November 12, after dinner, she had a very severe attack of pain, and fainted. She was brought to hospital. I saw her soon after admission. The abdomen was rigid and tender. She was very dyspnoeic, but without signs of consolidation of the lungs. She was extremely ill, and almost comatose. I decided not to operate, although I diagnosed pneumococcal septicamia, peritonitis, and colitis. After consultation with Dr. Shaw, the abdomen was opened the next afternoon. The bowel wall felt thick; a little free blood-stained fluid in the peritoneal cavity, from which the pneumococcus was cultivated. On November 17 signs of consolidation of F-4a the lungs appeared. On November 18 she died. At the autopsy bronchopneumonia and diffuse pneumococcal peritonitis were found. Recent vegetations on aortic valve. The cacum and ileum in its lower part acutely inflamed. The ileum had actually given way, and there was a perforation which Dr. French, who did the post-mortem, thought had occurred during life. I can find no other record of such an accident.
From a consideration of these points, the age and sex, the onset with rigors, convulsions, or herpes labialis, the early appearance of delirium, or of pronounced diarrhoea, the simultaneous presence of pleurisy, pericarditis or pneumonia, the evidence of antecedent colitis, the great and rapid exudation of fluid into the peritoneal cavity, the high temperature at the onset, the marked leucocytosis-it is often possible to make a diagnosis with certainty. In pneumococcal peritonitis it is possible to recognize three stages:
(1) A stage of onset, in which all the symptoms set in with great violence, and in which, in many cases, death occurs. Seen at this stage the diagnosis is to be made from perforative peritonitis or from acute gastro-enteritis. In many cases there is truly an enteritis present as well as the septicomia, but the leucocytosis and the height of the temperature should serve to distinguish the double condition from uncomplicated gastro-enteritis.
(2) If the patient survives the onset, after some hours or days, there is usually considerable improvement in the general condition of the patient, and a retrogression of all symptoms. The pyrexia usually continues for some two or three weeks, during which time a diagnosis of typhoid fever may be suggested. The greater intensity of the abdominal pain, the persistent vomiting, the high leucocytosis, and the presence, -in some cases, of evidence of free fluid in the abdominal cavity, should prevent this mistake.
(3) Lastly, after recovery from the pneumococcal septicamia, a residual collection of pus-often subdiaphragmatic, sometimes, however, filling the whole peritoneal cavity-is usually left behind, just as an empyema may complicate convalescence from lobar pneumonia. Such a condition, seen for the first time, is likely to be mistaken for a case of tuberculous peritonitis with local or general effusion. Moreover, the pneumococcal abscess tends, like that due to tuberculous peritonitis, to point near the umbilicus. It would seem, however, that when such an umbilical fistula appears after pneumococcal peritonitis, it may be formed with much greater rapidity than is common in tuberculous peritonitis.
I have notes of four cases who were admitted after recovery from pneumococcal septicaemia with quiescent residual collections of pus, and who made complete recovery after evacuation of the pus.
Case IV.-C. D., female, aged 27, was admitted to Clinical Ward, November, 1907. Three weeks before had had an acute illness with vomiting, diarrhcea, herpes labialis, and abdominal pain. When she was ' almost convalescent " her abdomen began to swell. On admission there were signs of free fluid in the abdomen and dullness over the bases of both lungs. Exploration of the left chest revealed pus. A rib was removed, and many pints of pus escaped. The abdomen rapidly diminished in size, and pressure on it increased the flow tlhrough the drainage-tube. A subsequent laparotomy showed that the drainage tube had passed through a hole in the diaphragm. The peritoneal cavity contained much pus, which gave a pure growth of the pneumococcus. Recovery followed, and she remained well eleven months later when seen by Dr. Hale White. (Reported by Dr. Hale White in an address published in the British MIedlical Joitrnal, December 12, 1908.) 'Case 1-.' V. J. T., male, aged 10, was admitted into DI. Taylor's wards in September, 1906. On August 24 he had been taken ill with pain and swelling of abdomen, vomiting, and diarrhcea. Until admission he had appeared to improve, but had remained languid and sleepy. The abdomen was held tighit, moved badly, and the left flank was dull. Tuberculous peritonitis was diagnosed. He was discharged, much improved, on November 15, 1906. Seven months later, June, 1907, he was readmitted under Dr. Hale White's care. Since discharge he had often had attacks of pain, and had wasted. Three weeks before a swelling at the umbilicus had burst. Again a diagnosis of tuberculous peritonitis was suggested. Opsonic index to tubercle 0 83. Tuberculin treatmnent instituted, without improvement. As the pus was free from fe'cal odour, a cultivation was made, and a pure growth of pneumococcus obtained. A vaccine was prepared and administered, and he went out on February 3, 1908. The sinus had almost healed.
Case VI. D. S., female, aged 5, was admitted to Clinical Ward, April 5, 1911. Six weeks before had had an acute illness. At first appendicitis was diagnosed, later pneumonia. After the first week the abdominal pain disappeared, but the child remained witlhout appetite. Before admission it was recognized that there was free fluid in the abdominal cavity. A diagnosis of tuberculous peritonitis was made, and the child was kept out of doors. Opsonic index to tubercle 1'2. On April 30 a swelling appeared at the umbilicus, and became so prominent that it was decided to operate. As soon as the peritoneum was opened pus poured out; three pints were collected. A pure growth of pneumococcus was obtained. Recovery followed, and the child was discharged, well, on July 8. Case VII.-No cultivation was made in the following case, to which Dr. Taylor, under whose care it was, has called my attention. Dr. Taylor has since regarded it as a case of pneumococcal peritonitis. W. A., female, aged 8, admitted July 9, 1903, under Dr. Taylor. On April 20 she suddenly had abdominal pain. An acute illness of many weeks' duration followed, which was diagnosed as typhoid fever. In the fourth week she was still ill, and never got well. On July 7, Dr. Taylor saw the child, and had her admitted. The abdomen was swollen and contained fluid. On the day before admission a fistula formed at the umbilicus. Mr. Lane operated, and 12 pints of greenish-yellow pus escaped. The child recovered, and went out on September 3, 1903 . In March, 1905 , the child was well.
Such cases must suggest the possibility that recovery may take place without any operation at all. No proof can be given, but I offer the following as such a case of recovery without operation. I saw the child many times when it was under Dr. French's care. It was that of a girl, aged 15 (Case VIII), who was admitted with vomiting and abdominal pain of two days' duration. The abdomen was swollen, rigid, and tender. In both flanks there was dullness, which shifted on rolling the child over. There was herpes labialis. The temperature was high, between 1020 F. and 104' F., and the pulse rapid. There was a leucocytosis of 15,600. The abdominal pain and vomiting ceased after four days, and the child made a good recovery. Dr. French diagnosed pneumococcal peritonitis. Cultivation from the herpetic vesicles gave a growth of Srtaphylococcus albus. Such recovery, either with or without residual abscess, must be regarded as a rare and fortunate chance. If immediate laparotomy can claim to save even a small percentage of cases, there can be little doubt that it should be always advised.
I find that eight cases (IX, X, XI, XII, XIII, XIV, XV and XVI) admitted in the acute stage were not operated upon before death. In seven of these pleurisy, pneumonia, pericarditis or endocarditis, were present. as well as peritonitis. The eighth case died as soon as admitted. Twelve cases (I, II, III, XVII, XVIII, XIX, XX, XXI, XXII, XXIII, XXIV and XXV) were submitted to immediate laparotomy. Nine of these died: four on the day following operation, the remainder within a few days. Three cases recovered, but in all three the laparotomy performed at the onset of symptoms failed to produce immediate improvement. The patients passed through a long and critical illness, developed during convalescence the signs of abdominal abscess, and recovered after the evacuation of the pus. No case recovered without the formation of residual abscesses and without a second operation being required.
Two large series of cases of pneumococcal peritonitis have been published recently in this country, but in neither is the effect of immediate laparotomy considered in detail. Rischbieth, in the Quarterly Journal of Medicine for January, 1911,1 records the cases from. Great Ormond Street Children's Hospital. In forty-five cases in which the peritonitis did not becorne localized the mortality was 100 per cent. Of nine cases seen with residual local collections of pus, six recovered. Annand and Bowen, in 1906,2 collected from the literature forty-one cases of local abscesses, of which thirty-seven recovered and six died after operation; of forty-six cases in which the peritonitis was diffuse, six recovered and forty died. It would appear that those cases of pneumococcal peritonitis which recover are those which pass successfully through the pneumococcal septicaemia. After the termination of the acute septictemia only a minority of cases die as a result of the failure to secure drainage of the residual collections of pus. This was, however, the cause of death in the last case, to which I should like to refer (Case XXVI), that of a little girl, aged 11, who was admitted on October 10, 1911, with pneumococcal peritonitis, so ill that operation was delayed. She was almost comatose, with incontinence of urine and faeces. She improved greatly for three weeks, when a left subdiaphragmatic abscess was opened. Three further operations had to be performed to drain abscesses. After the last of these, unfortunately, a faecal fistula formed, and the child gradually sank, and died on Decernber 20. For many weeks it seemed likely that she would recover. That she would have died at once if operated upon on the day of admission is, I think, certain. This is the only case I can find in which the policy of waiting was purposely adopted, but I think that it is likely that in certain cases it is the right course to pursuie. I can find no evidence that establishing drainage by laparotomy, at the onset of the disease, increases the chance of recovery from the septicaemia, or helps to cut short the process in the peritoneal cavity. On the other hand, I think that there are cases so ill at the onset of the disease that laparotomy may turn the scale against recovery, and I suggest that in these cases it may be wiser to wait until the septicaemia is at an end, and until the disease has become localized in the peritoneum, just as is done in dealing with the empyema which follows upon pneumonia. At the same time, I am fully conscious of the complexity of the problemn, and of the small help which statistics such as mine can give in deciding the wisest course of I Quart. Journ. Med., Oxford, 1911 , iv, pp. 205-31. 2 Lancet, 1906 , i, p. 1591 action in any individual case. It is in the hope that I may learn from the experience of others something which may in the future guide me in dealing with this intensely fatal disease that has induced me to record these cases.
In cases seen at the onset I should recommend that the patient should be made to sit upright in bed, that ice or heat should be applied to the abdomen, that morphia should be given, and that the intense toxaemia should be combated by subcutaneous saline infusion.
Finally, I have to acknowledge my indebtedness to the physicians and surgeons of Guy's Hospital, who have given me leave to publish the cases, and-especially to Dr. Taylor and Dr. Hale White, under whose care a large number of the cases were admitted.
CASES SEEN DURING ACUTE STAGE AND NOT OPERATED ON.
Case IX.-M. A. S., female, aged 8, complained of abdominal pain on the night of May 31, 1911. She was admitted to Mary Ward, under Dr. Shaw, on June 1. The child was very ill, with profuse vomiting. The abdomen was tender and a little rigid. A diagnosis of pneumococcal peritonitis was made, but the surgeon called in hesitated to operate. On the next day the aspect was distinctly that of pneumonia. The respiration-rate was 60. The breathing grunting, with much dyspnoea. There was dullness at both bases. A diagnosis of pneumonia was made. On June 4 the child died. There was very extensive pneumococcal pleurisy over both lungs, with much yellow lymph. There was no pneumonia. The last few inches of the ileum with the appendix were acutely inflamed and covered on the peritoneal aspect with lymph. The lymphatic glands were much enlarged. No note was made of the condition of the mucous membrane. Case XIII.-A. B., female, aged 18, but with the aspect and development of a child aged 12, was seized with abdominal pain, diarrhoea and vomiting on April 3, 1904. She was admitted on April 5, with a diagnosis of gastro-enteritis, but died two hours later. General pneumococcal peritonitis was present. The appendix was inflamed, red and swollen, but not perforated or gangrenous.
Its peritoneal coat was covered with lymph.
Case XIV.-E. D., female, aged 2, had severe abdominal pain and vomiting on May 29, 1905. She was admitted on May 31, 1905, with signs of confluent bronchopneumonia with tenderness of the abdomen. She died on June 2, when bronchopneumonia and general pneumococcal peritonitis were found.
Case XV.-W. J., male, aged 18, was admitted into a surgical ward on February 28, 1903. About January 22 he had had "influenza." On February 1 vomiting and severe headache began and a discharge from the ear was noticed. He was admitted on February 2 and Mr. Steward explored the mastoid region with negative result. On February 5 optic neuritis was noticed. On February 25 he was delirious and a pericardial rub appeared. On February 26 an empyema was evacuated from the right chest. He died on February 27, when pleurisy, pericarditis, and peritonitis were found, all due to the pneumococcus.
Case XVI.-J. N., male, aged 16, was admitted on July 10, 1903, with lobar pneumonia. He continued very ill and delirious till July 21, when he died. During the last few days he made complaint of abdominal pain. At the autopsy, double pleurisy, lobar pneumonia, and acute peritonitis, all due to the pneumococcus, were found.
CASES SEEN DURING ACUTE STAGE AND OPERATED ON.
Case XVII.-H. S., male, aged 4, was admitted on April 19, 1907, with a tender and rigid abdomen. He had had abdominal pain for two days. On laparotomy the appendix was swollen and hamorrhagic, but not perforated. It was removed. There was general peritonitis due to the pneumococcus. Death followed on the next day. Post-mortem showed no cause for the peritonitis. Case XVIII.-M. M., female, aged 6, was admitted on November 18, 1910. Taken ill with diarrhcea and vomiting on November 15. The abdomen was rigid and tender. Laparotomy was performed on admission; general peritonitis without obvious cause. The pneumococcus was obtained on cultivation.
The temperature curve and pulse-rate were unaffected by the operation. Before death, on November 21, the respiration-rate rose to 60 per minute. General peritonitis, with pericarditis and bronchopneumonia, were found post mortem.
Case XIX.-R. J., female, aged 3, had abdominal pain, with vomiting and diarrhcea, on May 1, 1910. On May 5 she was admitted moribund, with a distended, rigid abdomen. There was a rapid respiration-rate. The abdomen was opened on May 6 and diffuse pneumococcal peritonitis was found. She died the next day.
Case XX.-F. A., female, aged 6, was taken ill on April 13, with abdominal pain and dyspnoa. The abdomen was tender, immobile and rigid. Laparotomy was performed the same day and general peritonitis found. The pneumococcus was cultivated from the pus. Death occurred the next day. The autopsy showed extensive exudation of lymph and great engorgement of the abdominal lymphatic glands.
Case XXI.-B. A., female, aged 8, was admitted on July 18, 1908, with abdominal pain and vomiting of four days' duration. The respirations were very rapid. The abdominal wall was rigid and tender. A laparotomy was performed. The appendix was normal. There was much purulent fluid, which gave a growth of pneumococcus on cultivation. Death occurred on July 20. The autopsy showed general pneumococcal peritonitis.
Case XXII.-G. G., female, aged 9, was admitted on December 21, 1908, with a tender, rigid abdomen and great abdominal pain. There had been diarrhcea, with abdominal pain, for nine days previously. Movable dullness in the flanks was present. A rub was heard over the liver. Mr. Turner operated and found general pneumococcal peritonitis. The appendix was normal. Death occurred on the next day. No post-mortem was allowed.
Case XXIII.-D. K., female, aged 5, was admitted on December 8, 1909. On December 3 she had had abdominal pain, vomiting and constipation, which had continued since with high fever. On admission the abdomen was rigid, tender, and immovable. Temperature, 1010 F.; pulse, 140; respiration, 40. Immediate operation was performed, and general peritonitis was found, for which no cause could be discovered. Cultivation showed a pure growth of pneumococcus. The operation had no immediate effect upon the curve of the temperature chart or upon the pulse, but the child gradually improved. For four weeks the appearance of the chart was unaltered; thereafter the temperature became irregular. On February 19 a right subdiaphragmatic abscess was opened and drained; thereafter improvement was rapid, and the child made a good recovery.
Case XXIV.-E. W., female, aged 6, was admitted on July 27, 1910. She had been taken ill on July 21 with headache and feverishness. On July 22 first had abdominal pain; this had continued since. On admission there was distension of the abdomen, with rigidity and tenderness. IHerpes labialis was present. Dr. Fawcett diagnosed pneumococcal peritonitis. Laparatomy showed general peritonitis, cultivation of which was at a first attempt sterile. A second specimen, on cultivation, showed a pure growth of pneumococcus. On August 9 a residual abscess was opened, and the temperature thereafter kept down. Unfortunately the temperature chart has-been lost. Case XXV. One case which was admitted in the acute stage, but which was not operated on until after three weeks had elapsed. Case XXVI.-M. D., female, aged 11, was admitted to Clinical Ward on October 10, 1911. Five or six months before she had had an attack of abdominal pain which was thought to be similar to the present attack. She was then in bed for a week. On October 3 she first felt ill, and since then had been feverish and shivering. On October 10 she had severe abdominal pain and vomiting, and was admitted. On admission the child was very ill, collapsed and almost comatose, with incontinence of faeces. The tongue was dry and glazed. The abdomen was not tender; it moved badly, and was a little rigid in the lower part. The breathing was rapid. Dr. Fawcett and Mr. Steward in consultation decided that the child was too ill, for laparotomy. Although the pulse and temperature remained high, the general condition gradually improved and the abdominal condition did not become more obtrusive. There was a leucocytosis of 31,300. About October 25 signs of a subdiaphragmatic collection of pus began to appear on the right side, and pus was evacuated through an abdominal incision from under the right dome of the diaphragm on October 30. This pus gave a growth of pneumococcus in pure culture. On November 5 the wound was re-opened and 10 oz. of pus were removed. On November 25 a further operation was necessitated to drain another collection of pus. Unfortunately a fiecal fistula formed. Death took place from exhaustion on December 20. At the autopsy there was much matting of the intestines; the wall of the colon was inflamed and ulcerated in places.
DISCUJSSION.
Dr. GALLOWAY desired in the first place to thank Dr. Cameron for the trouble he had taken in preparing this paper and for the clear way in which he had brought out the salient points in the differential diagnosis of cases of peritonitis which might be pneumococcal in origin. No doubt in recalling their experience many present would recollect cases of mysterious peritonitis in which the severity of the illness and septicaemia were out of proportion to the amount of local disease-cases which eventually had a prolonged course, ending in localized suppuration. Dr. Galloway commented on such a case recently under his own observation, followed by operation, presenting very similar signs and symptoms to some of those related by Dr. Cameron. He thought that such papers as the one they had just heard, presenting points of both medical and surgical importance, were of special interest to members of the Section.
Dr. PARKES WEBER said that Dr. Cameron raised a most important question, for both physicians and surgeons, in regard to pneumococcal peritonitis, namely, whether early operation was to be avoided; but, unfortunately, the great difficulty was to diagnose at once whether a case of peritonitis was of pneumococcal origin. He recently saw a fatal case of the disease in a girl, aged 19, who, after getting up and taking breakfast in the ordinary way was seized with severe pain in the abdomen. When he was consulted, in the middle of the day, the condition somewhat resembled one of so-called "acute abdomen," and a surgeon was called in to see her. The surgeon was in favour of waiting. The temperature on the first day had been up to 105-20 F. Next morning she obviously had peritonitis, and the abdomen was opened, but no signs of appendicitis, gastric or intestinal perforation, pelvic disease, -or tuberculosis, were discovered. The peritoneum contained slightly turbid fluid and fibrinous flakes. A practically pure culture of the pneumococcus was obtained from the peritoneal discharge. He did not think early operation was likely to be avoided in such a case. The only fact which might have put one at once on the right track was that some days previously the patient had had tonsillitis, and he heard that a swab from the throat had been taken and examined for the bacillus of diphtheria, but with a negative result. It was not specially examined for the pneumococcus. If the sore throat had been found to be a pneumoccocal sore throat the early recognition of the peritonitis as pneumococcal peritonitis would have been facilitated.
Mr. C. H. FAGGE said that Dr. Cameron, by this paper, had added another to the surgeon's difficulties, which here centred around the questions of diagnosis. He had operated upon five or six cases of pneumococcal peritonitis and all ended fatally, but he could not recall, neither had a cursory search through notes of cases shown him, that in any of those cases there were any of the symptoms which Dr. Cameron regarded as important in diagnosis. He could remember only one case of the kind in which peritonitic symptoms being present, the physician asked him to see the case; it was decided to be general pneumococcal infection and no operation was undertaken. He believed that the evil done by an operation in cases of pneumococcal peritonitis was less than the converse evil of delaying operation in appendix cases, in which it was important to operate at once.
Dr. JEWESBURY reminded the meeting that one of the cases related in the paper was very successfully treated by a pneumococcal vaccine, and he would like to know if such vaccine was of use only in quite chronic cases, or whether Dr. Cameron had used it with good effect in more acute cases. He also asked whether from the point of view of diagnosis, one would not be justified, in these instances, in aspirating the abdomen, in the same way that one would aspirate a pleural effusion, so as to ascertain whether the pneumococcus was present or not in the fluid withdrawn.
The PRESIDENT said that the paper of Dr. Cameron was of equal value to the medical and the surgical divisions of the profession. He was particularly interested in the case of ulcerative colitis, and how it was determined that it was that condition. Those cases of innominate colitis were not very uncommon: a colitis occurring without known cause might be due to the pneumococcus. In ordinary pneumonia, as Bristowe pointed out many years ago, colitis was not a very uncommon complication. He had himself reported a series of cases of croupous colitis in connexion with this disease. It would be interesting to know how early in these cases the evidence of the septiceemia occurred. That was important in connexion both with diagnosis and prognosis. He would also like to know whether leucocytosis occurred early, because in nearly all the pneumococcic infections the leucocytosis was early and great in degree, whereas in tuberculous conditions there was often no leucocytosis. He did not remember whether there was early leucocytosis in the gonorrheal cases. The question asked by Dr. Jewesbury in regard to vaccines being pushed early and actively was very important, and it would be useful to hear how far that measure was useful as a proper alternative to operation. The paper was of a kind much needed nowadays; it was bacteriological and surgical, and at the same time it had clinical and general aspects.
Dr. CAMERON, in reply, said the only evidence he had that the colitis was pneumococcal was that at the operation which Mr. Hughes did on one of the patients he could feel the stiff caecum and see the lymph which had just begun to form over the ulcerative patch, and that that lymph was pneumococcal. There was a specimen in the Guy's Hospital Museum, of the year 1850, Specimen No. 912, labelled " Ulcerative colitis in lobar pneumonia," and it was of interest, a propos of what was said, that it was noted that the patient died of early general peritonitis. That colitis might be the determining factor in peritoneal infection had been denied. Dr. Rischbieth, in his collection of cases from Great Ormond Street Hospital, doubted the colitis being preliminary to the peritonitis ; he regarded it rather as the result. In several of the cases F-4b mentioned in this paper, diarrhoea and intermittent colic, shivering and pyrexia, had preceded by several days, and even weeks, evidence of spread to the peritoneum. In Dr. Shaw's and Mr. Turner's case there was a three weeks" history of intermittent colicky pain and shivering, presumably also pyrexia, before the spread to the peritoneum. The question might certainly be raised whether such a pneumococcal colitis might not at times form the starting point of certain chronic ulcerative colitis conditions. He had had practically no experience of pneumococcal vaccine. The only case mentioned which was treated by it was Dr. Hale White's case. But he would like to employ that vaccine in these cases if possible. He agreed that the whole question was one of diagnosis. No doubt it was only in a percentage of the cases that it was possible to say with absolute confidence that the condition was pneumococcal peritonitis. But at times one could say so with confidence, and when that did happen he raised the question whether it was not better to delay operation.
